Section of GeneralPractice
An individual cannot remain in crisis; a solution of a sort is inevitable. The vital point at issue is the quality of that solution. In terms of our thinking as doctors, we can call a good way out health, and a bad way out illness.
In deciding the outcome of crisis, two main groups of factors are of importance: the personal characteristics and resources that the individual already possesses, and the influence of those people most closely associated with the person in crisis. A doctor needs to be able to assess these factors and plan his intervention in a way that encourages a 'healthy' way out of crisis. To be able to do this he must, of course, have adequate information about his patient. Essentially, the questions he has to answer are those already suggested earlier in this paper; namely, what kind of person with what strengths and weaknesses faces what kind of situation with what stresses and supports.
The question 'what kind of person' implies the need to make some kind of 'diagnosis' of the personality of a particular patient in terms of our knowledge of the physical, psychological, social and cultural influences that go to create personality. The question 'what stresses and what supports' indicates the need not only to diagnose the stress that is the precipitating cause of the patient's illness, but also to make an assessment of the influence of those people and circumstances most closely involved with the individual. These will include his family and close friends, and professional care givers, amongst whom will be the GP himself and other unofficial care givers.
The GP is often the person best placed to assess the effect, both actual and potential, of these various people and agencies, and, having done so, to try to see that their influence is beneficial.
A conceptual framework such as this allows us to see the theoretical range of information that the doctor may need. Clearly, the extent of the information required is very variable with different patients and at different times. The GP gathers his information from many sources and over long periods of time, but it has to be brought together and used within the setting of the consultation. No one supposes that all that needs to be done can be achieved within a single ten-minute interview. We have to remind ourselves that, in a very real sense, the consultation in general practice lasts as long as the patient remains on the doctor's list. This is what continuing, personal, medical care is all about. A doctor must choose what it is important and practical to achieve in the time available. Perhaps it is in deciding what is the right thing to do at any particular time that we have to admit defeat in the attempt to exclude art from the consultation. She is after all indispensable, she is the 'art' of the possible. What are the implications for medical education in the future, of the view which Ian Tait has put before you concerning the clinical task? To discuss this question I shall first refer to the place of Balint seminars in postgraduate education in general practice. Second, I shall present something of my own experience of teaching vocational trainees in general practice. Third, I shall put before you some evidence of teaching of undergraduates in the setting of general practice. Each of these pieces of evidence has important implications for the other, and they modify our views of what will be needed in the future.
Balint Seminars
The work of Michael and Enid Balint (Balint 1957) with GPs started at the Tavistock Clinic in the 1950s and has since achieved world-wide acclaim. Their training/research seminars, based on case discussions by a group of GPs usually led by a psychoanalyst, resulted in a whole new vocabulary with which it became possible to describe the commerce between doctor and patient. Not only was the patient as a person examined, but also the doctor as a person. New light was thrown on areas of our knowledge, skills and attitudes where light is often unwelcome, but enormously revealing. Resistances: We have now learned that there are considerable psychological resistances to this sort of seminar training. The problem is that doctors are ordinary human beings whose professional work demands that they come face to face with a great deal of human misery and suffering. Much of what they seethe malformed infant, the young mother dying of carcinomatosis, the neurotically unhappydemands from them an endurance of misery which they are helpless fundamentally to modify.
Much of the work in the Balint seminar is concerned with what Balint himself called 'unlearning'. By this he meant that the doctor has to "Requests for reprints should be addressed to: 167 Bridge Road, Grays, Essex unlearn those defences which he developed in the face of all the human misery with which he was confronted early in his training. The defences basically are twofold: first, the doctor learns to put a distance between himself and his patient; secondly, he shifts the focus of his attention from the patient as a person to the illness as a disease process. The work of the seminar is to return the doctor himself as a person to the doctor/patient relationship. But the relinquishing of these hard won defences, the uncovering of the doctor s hidden feelings of guilt, anger, disappointment, although it may liberate some to become more effective doctors, clearly threatens other doctors with disintegration. Success aiid failure: Balint et al. (1966) classified the GPs who had taken part in the seminars as follows: first, those who left their group during the first year, subdivided into those who left because of limitations of time, neurotic characteristics or limitations of intelligence; secondly, those who underwent extensive training. Although it was impossible to lay down hard and fast criteria for the length of this training, the Balints generally reckoned that four years was an optimal period. This second group was divided into those showing only minimal changes, those showing definite changes but of uncertain quality, and those showing definite changes of substantial quality.
Even after the mutual selection interview had been instituted, as many as 67 % of those doctors who had been selected were classified either as early leavers or as having achieved only the most minimal of change; 25 % achieved definite changes but of uncertain quality, and only 80% achieved changes of a substantial quality. Even if we accept that a definite change, whether of uncertain or of substantial quality, is a successful outcome of the training, we have to accept that only one-third of those doctors who had not been rejected at the initial mutual selection interview have been successfully trained by the Balint method in patient-centred medicine. Despite the enthusiasm of the Balint Society and the efforts of the Tavistock Clinic, there has been a considerable decline in Balint training over the past few years in this country. Why has this happened? What can be done to remedy the situation ?
Vocationzal Traininig
Unlike all of the doctors described in Balint's book, the future GP will have been vocationally trained. Will this training produce doctors so different from those of the recent past that the training which Balint invented will need some important modifications? For example, will it be quite so necessary to go through the long and tortured period of 'unlearning' which has characterized Balint seminars in the past? Will the future GP no longer be imprisoned in the rigid defences which have been assumed to account for the two-thirds failure rate in the Balint series ? Learning and teachinig: The London Teachers Workshop (Marinker 1972) is a group of GP teachers who for the past three years have been examining face-to-face teaching in vocational training. In essence, what was discovered was that in the interaction between learner and teacher there are complexities and layers of meaning remarkably similar to those which we can discern in the interaction between doctor and patient.
We learned that the teacher has to make a diagnosis of the educational needs of the learner. Just as the patient often presents with a cluster of symptoms which hides all sorts of underlying anxieties and fears, so the learner, the young doctor, often presents to his teacher a number of questions about the facts of clinical medicine which cover up all sorts of underlying uncertainties about his role as a doctor.
We described the straightforward questions as to fact (the presenting complaint) as the 'immediate educational objective'. The underlying problem (the hidden complaint) we described as the 'developmental educational objective'. This latter had to do with the growing sense of responsibility which the young doctor felt, and was particularly related to the extended range of hypotheses about the nature of illness and the solutions which stem from these hypotheses that are a part of patientcentred medicine.
A Recent Example I recently took part in a seminar discussion with a group of young trainees. One trainee, when visiting a woman suffering from gall-bladder pain, had noticed her 18-year-old son watching him speculatively from the kitchen doorway. A month later the son visited him because of a cold, a week later because of a persistent cough, a month later again because of a backache. On each occasion he asked for a certificate to stay off work. The trainee found that there had been a similar pattern of behaviour with his predecessor in the practice and so on the young man's next visit he faced him with this behaviour. The young man said he found it hard to get on with the other men working in the local foundry and when asked why looked at him helplessly and said: 'I just can't tell you. I am so ashamed. I can't tell you because you would think so badly of me.' At this stage I asked each of the other trainees in the seminar to tell me what was the young man's secret. They hinted at some sort of sexual problem, at some sort of family or personal problem, but none of them said 'homosexuality'. Before we could go on to discuss the case and the way in which the trainee had handled it, the trainees found themselves examining their own feelings about homosexuality. They began to speculate about the doctor/patient relationship in this case and how the doctor, if he needs to defend himself too vigorously from his own feelings, will censor out those parts of the patient's communication which are not acceptable.
It must be clear that if vocational training is to include this kind of examination of the doctor/ patient relationship by teachers who have developed this kind of sensitivity to the learner/ teacher relationship, then the future GP will be different from his predecessor not only in possessing different knowledge and skills but in having totally different attitudes towards the nature of the clinical task. Furthermore, the changes begin to take place not only during vocational training, but before.
Undergraduate Teaching
My last piece of evidence concerns my experience as a teacher of medical students. At a recent seminar one student produced what he described as 'just a short case, nothing much to it really'. A well-dressed middle-aged woman had come to the surgery with a cold. With her hand on the door she turned to the GP and said that her 17-year-old daughter was having some trouble: for the past three years she had been using internal tampons and now she found it a little bit sore and was having difficulty in taking them out. Perhaps my own generation of medical students would have immediately embarked on the differential diagnosis of vaginitis. But times change. These students were very quick to com-ment on the significance of the timing of the patient's remark and the way in which the remark was made. They began to question who was the patient, the mother or the daughter, and to relate this to other cases in which the identity of the key patient was not always obvious. What, they wondered, did the mother feel about the daughter's growing maturity? And what was the daughter up to? Was it tampons that the mother was trying to get out of her daughter's vagina, or her boyfriend's penis? How should the GP respond to this kind of opening gambit? Conclusion A study of the clinical interview lays bare the structure of illness: it is a part of our patient's life-experience which must be understood simultaneously in physical, psychological and social terms. The Balint seminars were a pioneer exercise in training for this understanding, and have had an enormous influence on vocational training and undergraduate education. Because of this influence, the objectives which we set ourselves, and the methods which we employ in postgraduate and continuing education for general practice, must take into account the changing nature of the doctor's earlier educational experiences, and also the changing expectations of the young, both doctors and patients, about the nature of medical care.
